Pharyngeal electrical stimulation relieves experimental dysphagia in normal individuals and may have application in stroke patients with dysphagia.
ADR Greater Than 20 Percent May Be Good Quality Indicator
Quality Indicators for Colonoscopy and the Risk of Interval Cancer. Kaminski MF, Regula J, et al: N Engl J Med 2010; 362 (May 13): 1795 362 (May 13): -1803 Patients having colonoscopic screening by an endoscopist with adenoma detection rates ≥20% are less likely to develop interval cancer.
Background: A variety of "quality indicators" have been proposed for screening colonoscopy, including adenoma detection rate (ADR), cecal intubation rate (CIR), and withdrawal time. There are no good validation data for any of these proposed indicators. Objective: To validate the ADR and CIR as quality indicators for screening colonoscopy. Design: Retrospective review of the medical records of patients undergoing colonoscopic screening. Participants: Subjects aged 40 to 66 years who were at average risk of colon cancer and who underwent screening colonoscopy between October 2000 and December 2004. Methods: All potentially eligible subjects were identified through a retrospective review of endoscopy records from a nationwide colon cancer screening program in Poland. Those who did not have colon cancer identified at the time of the screening examination and who had had an adequate bowel preparation were candidates for the study. Regional and national cancer registries were assessed for each of these individuals for 5 years after the screening colonoscopy. Patients who had been diagnosed with colon cancer within that period of time were labeled as having "interval cancer." The colonoscopy reports were reviewed for comments that the cecum had been intubated and for evidence of polypectomy; pathology records were assessed to confirm the diagnosis of an adenoma. Characteristics of the subjects and the endoscopists were also assessed. The primary outcomes were the rates of interval cancer in the categories of ADR (<11%, 11.0% to 14.9%, 15% to 19.9%, or ≥20%) and CIR (<85%, 85% to 89.9%, 90% to 92.9%, 93% to 94.9%, or ≥95%). Using the highest rates as baselines, hazard ratios were calculated for the other categories. Results: Approximately 50,000 subjects were identified, but about 5000 were excluded for various reasons, leaving slightly >45,000 individuals as the study subjects. No significant differences in the hazard ratios were observed for any of the CIRs. The hazard ratios for each of the different ADR categories that were <20% were all 10 to 13, all significantly higher than for the ADR ≥20% but not different from each other. Conclusions: ADR was a predictor of the risk for interval cancer. Reviewer's Comments: This study did show an association between a higher ADR and a reduced risk for subsequent cancer; in that regard, ADR was validated as a "quality indicator." However, the study did not show that having a colonoscopy by endoscopists with an ADR ≥20% would guarantee less colon cancer, since association cannot establish causation. As noted by the investigators, there may have been incomplete reporting of colon cancer, although it is unclear how such a bias would affect the data. (Reviewer-Ronald L. Koretz, MD). Low-volume magnesium citrate and split-dosing preparations yield a better colonic preparation and better patient satisfaction when compared to a single-dose, high-volume polyethylene glycol preparation for colonoscopy.
Split-Dose, Low-Volume Magnesium Citrate Plus PEG Seems Best

Objective:
To determine which of 3 colonoscopy cleansing regimens provides better colonoscopy cleansing and better patient satisfaction. Design/Methods: This prospective, randomized, single-blinded controlled study compared 3 bowel cleansing regimens: group 1 received 4 L of polyethylene glycol (PEG) starting at 10 PM the night before the procedure; group 2 received a split-dose PEG regimen, 2 L at 8 PM the night before the procedure and 2 L at 5 AM on the day of the procedure; group 3 (split-dose and low-volume regimen) received magnesium citrate 250 mL at 8 PM the night before the procedure and 2 L of PEG at 5 AM the day of the procedure. PEG was consumed at a rate of 200 mL/10 minutes. Colonoscopies were performed between 8:30 and 11 AM, and each procedure was allocated 30 minutes. The endoscopist was blinded to the type of solution the patients took. The primary outcome was satisfactory (excellent or good) bowel preparation between groups according to the Aronchick scale. Secondary outcomes included patient tolerance, satisfaction, and preference (willingness to repeat the preparation). Procedures were performed by 27 gastrointestinal fellows, all with experience of >150 colonoscopies. Results: Patient compliance was high in all 3 regimens (92%, 91%, and 96% for group 1, 2, and 3, respectively). Significantly more patients in group 3 had a satisfactory bowel preparation compared to patients in group 1 (75% vs 51%: P <0.001), with no significant difference between group 3 and group 2 (75% vs 76%; P =0.896). Only in group 1 was inadequate patient preparation noted (n=7), with only bowel preparation as a significant factor for this difference. Reasons for poor compliance included large volume to ingest (44%, mainly groups 1 and 2), bad taste (33%, mainly group 3), and abdominal pain and nausea (15%). When patients were asked if they would repeat the same preparation if necessary, significantly more people said "yes" in group 3 (93%) compared to group 2 (62%; P <0.001) and group 1 (48%; P <0.001). Overall satisfaction was graded highest in group 3 (43%) versus group 1 (23%; P <0.010) versus group 2 (35%; P <0.133).
Conclusions:
This study indicates that the low-volume magnesium citrate 250 cc plus PEG 2 L and splitdosing preparation results in a better colonic preparation and better patient satisfaction when compared to a single-dose, high-volume (4 L) preparation for morning colonoscopies. In addition, more patients were willing to have a repeat colonoscopy with the low-volume preparation.
Reviewer's Comments:
This study addresses a recurring patient complaint of too much to drink for colon preparation. This preparation looks like a good alternative to our present armamentarium. (Reviewer-Roy K.H. Wong, MD).
Diverticular Disease --Laparoscopic vs Open Surgery
Laparoscopy Improves Short-Term Outcomes After Surgery for Diverticular Disease. Reviewer's Comments: The major flaws of this study are that it was not randomized, and that more favorable presurgical attributes were found in the LS group. The authors tried to normalize this difference by using a propensity score and still found that LS decreased the rate of complications independently. The reasons for not favoring a laparoscopic approach have been complicated diverticulitis with fibrosis and inflammation (making dissection difficult), higher conversion rates (>30%), and longer operating times. Surgeons need to gain more laparoscopic experience, which is critical but difficult to obtain (they need to perform approximately40 LS cases to become proficient, whereas most surgeons may perform 5 colectomies per year). LS may be the preferred surgical approach to treat elective diverticulitis but should not be demanded as most surgeons do not have enough training to perform LS. (Reviewer-Roy K.H. Wong, MD).
